cedures and drug indications. Current guidelines should be seen as such, as current, and should be periodically revised. This is regularly done by the major cardiological societies, at the national and continental (and even international) level.
In the latest updates of the American and European guidelines on MI, beta-blocker use is still a class I or IIa indication for patients after both ST-elevation MI 1,2 and non-ST-elevation ACS.
3,4
The new evidence However, several authors have questioned this indication, especially in patients without left ventricular dysfunction, in most cases on the basis of registries 5 ---8 and/or meta-analyses of real-world population-based studies. 9---11 These authors all suggest that a paradigm shift is needed and that the guidelines' indication for beta-blocker use after MI should be challenged.
In this issue of the Journal, another piece of evidence is published that keeps this discussion wide open. In their interesting article, Timóteo et al. 12 present a single-center study that again supports the use of beta-blockers after ACS, as this strategy showed a significant reduction in all- cause mortality, irrespective of residual left ventricular function.
The potential limitations of the study being based on a single center were overcome by a robust statistical analysis with the use of propensity-score matching, a large number of patients, and an impressive 99.8% of successful one-year follow-up.
One of the limitations acknowledged by the authors is the lack of information regarding the type and dose of the beta-blockers used, but the same limitation also applies to similar studies and meta-analyses.
The dilemma
So we are faced with a significant dilemma. Should we support the dogmatic approach and continue to prescribe beta-blockers for our post-ACS patients, based on indications in the current guidelines and on studies like that of Timóteo et al.?
12---15 Or should we follow Thomas Kuhn's view that science is based on paradigm shifts and challenge these indications, as advocated by the above more recent metaanalyses? 9---11 I, for one, as a man of science, would like to have as much robust data as possible, which means that I would like to see contemporary randomized clinical trials (RCTs) that study the results of prescribing beta-blockers after ACS alongside the more recent strategies of care (including modern reperfusion therapies) recommended for these syndromes.
The question, of course, is whether the pharmaceutical industry would support RCTs that question the continued use of old and cheap drugs. This is a clear case for investigator-driven studies, supported by their institutions and/or medical societies, such as the recent article by Watanabe et al. 16 which published the results of the CAPITAL-RCT study, showing no benefit from the use of carvedilol in patients with ST-elevation MI treated with primary PCI. Similar studies are needed in order to clarify this important clinical question.
To the quote attributed to W. Edwards Deming, ''In God we trust; all others must bring data,'' I would add: ''. . . robust data''.
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